
Personal growth in medical faculty:
a qualitative study
ABSTRACT� Background A physician’s effectiveness depends on good communication, and cognitive
and technical skills used with wisdom, compassion, and integrity. Attaining the last attributes requires growth
in awareness and management of one’s feelings, attitudes, beliefs, and life experiences. Yet, little empiric
research has been done on physicians’ personal growth. �Objective To use qualitative methods to understand
personal growth in a selected group of medical faculty. � Design Case study, using open-ended survey meth-
ods to elicit written descriptions of respondents’ personal growth experiences. � Setting United States and
Great Britain. � Participants Facilitators, facilitators-in-training, and members of a personal growth interest
group of the American Academy on Physician and Patient, chosen because of their interest, knowledge, and
experience in the topic area and their accessibility. �Measurements Qualitative analysis of submitted stories
included initially identifying and sorting themes, placing themes into categories, applying the categories to the
database for verification, and verifying findings by independent reviewers. � Results Of 64 subjects, 32
returned questionnaires containing 42 stories. Respondents and nonrespondents were not significantly differ-
ent in age, sex, or specialty. The analysis revealed 3 major processes that promoted personal growth: powerful
experiences, helping relationships, and introspection. Usually personal growth stories began with a powerful
experience or a helping relationship (or both), proceeded to introspection, and ended in a personal growth
outcome. Personal growth outcomes included changes in values, goals, or direction; healthier behaviors;
improved connectedness with others; improved sense of self; and increased productivity, energy, or creativity.
� Conclusions Powerful experiences, helping relationships, and introspection preceded important personal
growth. These findings are consistent with theoretic and empiric adult learning literature and could have
implications for medical education and practice. They need to be confirmed in other physician populations.
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A physician’s therapeutic effectiveness requires good
communication and technical and cognitive skills used
with personal maturity, wisdom, compassion, and integ-
rity. The development of the last 4 qualities requires un-
derstanding oneself and one’s relations to others.1

Physicians’ conscious and unconscious attitudes, be-
liefs, previous life experiences, emotions, and psychological
and cultural background influence their care of pa-
tients,1-12 sometimes detrimentally.1,3,5,6,8,11,12 By being
aware of and managing these factors, physicians can better
serve the needs of patients1,5,8,12 and of themselves.13,14

Although methods to promote the growth of personal
awareness in physicians have been described,1,8,15 we
know of no empiric studies that examine the process and
outcomes of such personal growth. In this study, we quali-
tatively analyze stories of personal growth to uncover the
process and outcomes of personal growth in a selected
group of medical faculty, and to develop an explanatory
framework that might be useful to learners, educators, and
researchers.

METHODS
Study population
Questionnaires were mailed to facilitators, facilitators-in-
training, and members of a personal growth interest group
of the American Academy on Physician and Patient
(AAPP). These persons have participated in and taught
courses in doctor-patient communication for medical fac-
ulty and practicing physicians. The courses include per-
sonal awareness groups—supportive groups that facilitate
participants’ reflection on their own feelings, reactions,
and background as they relate to meaningful or trouble-
some professional or personal experiences. This popula-
tion was chosen because their interest, knowledge, and
experience concerning personal growth would enable in-
formed responses to the study questions.

Questionnaire
Data were collected over 12 months in 1994-1995 and
involved as many as 4 mailings. Respondents were asked,
“Please tell us your [personal growth] story(ies), by de-
scribing 1 or more experiences of growth in your own
self-awareness (of your personal history, feelings, assump-
tions, beliefs, or behavioral responses, for example) and
how that growth has affected you professionally and per-
sonally.” The Institutional Review Board of the Johns
Hopkins Bayview Medical Center, Baltimore, exempted
the study from further review, judging that the study par-
ticipants were at no significant risk. The survey was con-
fidential, with an option of anonymity.

Data analysis
Stories were transcribed and typed. Five study team mem-
bers (J A C, R F, D E K, M L, J M S) read each story,

recorded their impressions of the meanings and themes
reflected by the stories, and underlined text supporting
these impressions. They then listed recurrent or important
themes and any contradictory data.

The individual themes were categorized by 1 study
team member (S M W), then refined and simplified
with 2 other team members (J A C, D E K). Further
revisions were made following discussion with the entire
research team and application of the categories to a subset
of stories.

Three team members (J A C, D E K, S M W) reviewed
the stories again to explore relationships and sequences
among categories. The entire team reached consensus re-
garding their findings.

Two independent reviewers (a general internal medi-
cine faculty member and a medical student) analyzed each
story using the above-derived categories. For each story,
they listed important story components not classifiable
using these categories, and diagrammed the sequence in
which the categories occurred.

RESULTS
Response rate and characteristics
of respondents
Forty-two stories of personal growth were returned by 32
of the 64 study subjects. Respondents came from 15 US
states (n = 31) and Great Britain (n = 1). Almost all held
medical school faculty appointments and were involved in
teaching in their home institutions. Demographic charac-
teristics are shown in the table.

Explanatory framework
Qualitative analysis revealed personal growth processes of
powerful experiences, helping relationships, and introspec-
tion and personal growth outcomes, including changes in
values, goals, or direction; healthier behaviors; improved
connectedness with others; improved sense of self; and
increased productivity, energy, or creativity. These are il-

Summary points

• Lack of physicians’ personal awareness can adversely
affect patient care

• In this study, the processes involved in growth in
personal awareness were powerful experiences,
helping relationships, and reflection or introspection

• Outcomes of personal growth include changes in
values and goals; improved behaviors and
relationship; and increased energy, productivity, and
creativity

• Awareness of these processes of personal growth, if
confirmed in other studies, could lead to
improvements in medical education and practice
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lustrated in the figure (see p 95), together with subcatego-
ries for the personal growth processes.

Powerful experiences described experiences that evoked
strong feelings in a respondent or affected the respondent’s
sense of self. Feedback and involvement in the power-
ful experiences of others, commonly described subcatego-
ries of powerful experiences, are illustrated in these story
excerpts:

Seven years ago, one of the best friends I ever had devel-
oped leukemia. The therapy was unsuccessful, but worse
still were the toxic, unpleasant side-effects of treat-
ment . . . . I am still haunted by the last conversation we
had, when she asked why I had not tried to dissuade her
from a therapy with poor chances of survival but a high
chance of destroying the quality of whatever life she had
left.16 [Respondent 46]

As a resident in medicine, I managed the inpatient care of
a young man my own age with chronic renal failure . . . .
Since he had no hope of gaining access to renal dialysis
(there were virtually no dialysis facilities at that time), we
both recognized that he was going to die soon. During 1
of his admissions, he asked me what it was going to be
like to die. The directness of his questions came as a
complete surprise at a time when I was feeling tired and
vulnerable . . . . I tried to answer his questions, but as I
talked, I felt a mounting sense of panic and a powerful
urge to bolt off the ward. I was able to sit at his bedside,
however, and talk . . . [Respondent 24]

Helping relationships described interpersonal interac-
tions that helped respondents and had the characteristics
of acceptance, understanding, attention to others (eg, lis-
tening, observing), caring, facilitative communication (eg,
supportive statements, timely questions), openness (eg,
asking for help, eliciting feedback, disclosure, sharing, in-
timacy), trust, or safety. This example depicts openness,

trust, safety, and facilitative communication in a mentor-
ing relationship.

The ongoing supervision I received from several senior
faculty focused on my interactions with patients as well as
my feelings about my training. I was challenged to think
about how my reactions to patients reflected personal
issues, but always in a supportive, empathetic manner. I
particularly recall a discussion with a mentor after I had
missed the diagnosis of pancreatic cancer in a patient with
chronic back pain and depression. With my mentor’s
help, I was able to share my strong feelings of guilt and
shame, forgive myself for the “mistake,” and learn how to
avoid similar mistakes in the future. [Respondent 13]

The next example demonstrates openness and facilitative
communication in a supportive group.

I’ve always had difficulty feeling, expressing, and respond-
ing to anger. After saying this during 1 of our personal
awareness sessions, the facilitator looked at me and asked
me how I might tell him if I were angry at him. I started
by saying how I’d feel. He stopped me and asked me how
I would tell him if I couldn’t use words to do so. I
immediately had an image flash in front of my eyes of me
walking across the room and hitting him. In that instant,
I realized I had no responses to anger between suppres-
sion/denial and outright violence. I’d never developed
these skills as a child and had done little else to develop
them since leaving home. For the remainder of our PA
[Personal Awareness] sessions that week, I was able to
work on that issue in various ways, using my feelings and
responses to events happening in the group, focusing on
how I felt when angry and what I did, and asking for
feedback from the group about how I came across to
them . . . [Respondent 16]

Introspection described story components, including
motivation (the desire to understand or to improve one-
self), reflection, and recognition (eg, of behaviors, defenses,
feelings, or the effect of one’s personal history).

Reflection, recognition, and motivation are illustrated
in these excerpts:

I received feedback on a patient interview that my affect
was too upbeat, warm, and “smiley” for the context. In
processing this later, it dawned on me that this lady’s
illness reminded me of an illness I had once had and that
my affect was my own way of compensating for the inner
fear and anxiety shared by her story. [Respondent 51]

In 1 course, I identified in PA and then later in a skills
group that I was acting almost all the time from a deep
and compelling need to “take care” of my students. From
the feedback I received, I realized that some people ex-
perience my care-taking behavior as controlling and lim-
iting . . . not trusting of their autonomy. From this break-
through realization, I came to reformulate my values
(taking care of others is my life’s goal) to a more useful
and truthful, genuine set of values based on caring for

Characteristics of respondents and nonrespondents*

Characteristic
Respondents

(n = 32)
Nonrespondents

(n = 32) P

Mean age (range), yr 45.3 (33-71) 44.6 (31-55) 0.53
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Male sex, no. (%) 24 (75) 22 (69) 0.58
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Specialty, no. (%) 0.78
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Internal medicine 22 (69) 23 (72)
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Psychiatry 3 (9) 4 (13)
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Family medicine 1 (3) 1 (3)
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Pediatrics 0 2 (6)
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Behavioral science 6 (19) 2 (6)

*Respondents were compared with nonrespondents using Student’s t test for means and �2 for categoric data. A
2-tailed P < 0.05 was considered significant.

.............................................

Original Research

94 wjm Volume 175 August 2001 www.ewjm.com



others, which often means behaving as if others are ca-
pable and that I trust them to learn on their own and to
take care of their own needs. This meant that I acted less
directive and less “motherly.” I feel that this has had
major impact on my effectiveness as a teacher and phy-
sician. [Respondent 49]

Professionally, I had always had a tough time providing
balanced feedback—always easily gave positive feedback,
but often “overlooked” corrective incidents and had dif-
ficulty presenting corrective incidents even when I “no-
ticed” them. To remedy this, I took several workshops on
“giving feedback” and “working with the problem resi-
dent.” The result of this superficial “skill development”
work was scant at best. I still had great trouble giving
balanced feedback. Then I began to address this as more
of a PA [personal awareness] issue, not just a skill-
building one. I realized that I had trouble with intimacy
in general, was more superficial in my relationships than
I wanted to be, and had a tough time expressing strong
feelings in general—positive as well as negative. [Respon-
dent 23]

Personal growth outcomes included changes in values,
goals, or direction (eg, increased freedom in making
choices, redefinition of one’s values or goals, changes in
career); healthier behaviors (eg, increased congruence be-
tween feelings and actions, improved management of dif-
ficult feelings, letting go of dysfunctional defenses, im-
proved interpersonal skills); improved connectedness with
others (eg, decreased isolation and alienation, increased
openness, increased helping of others, increased leadership
roles); an improved sense of self (eg, improved under-
standing of self, acceptance of self, acceptance of respon-
sibility for one’s own behaviors, problems or issues, self-
confidence, internal satisfaction); and increased
productivity, energy, or creativity (eg, improved time
management, improved decision making, new products
such as books or articles, improved teaching).

An improved sense of self and healthier behaviors is
illustrated in the continuation of the story about a resident
caring for a patient dying of renal failure:

The experience made me realize how powerful my own
fear of death was and how much of an impact that fear
could have on my relationship with patients. The fear
goaded me—and probably still does—to try to under-
stand more about how feelings raised by our medical
experiences influence our relationship with patients and
how we can use these feelings to grow in our ability to
control them. [Respondent 24]

The next example describes improved connectedness with
others.

Without question, the most powerful experience of
growth in my own personal awareness came with the
dissolution of my first marriage . . . . As a result, I
plunged into a several-year quest for personal aware-
ness . . . . As a result, I got to know myself (and others) a
bit better . . . . Professionally, I am now an incredibly
empathic listener for my patients who are distraught over
marital (and other) problems. I don’t see them as dys-
functional failures but rather as often-capable people do-
ing their best trying to survive [difficult experiences]. [Re-
spondent 48]

This story continuation about the respondent’s experience
with a friend with leukemia demonstrates improved pro-
ductivity and creativity and changes in career goals and
direction.

I do not know the answer to that question [about why
the respondent had not dissuaded the friend from a
therapy with a poor chance of survival, but a high chance
of diminishing her quality of life], but acknowledgment
of her courage and recollection of the physical and mental
anguish that she suffered provided the primary impetus
for writing [a] book.16

Processes, outcomes, and typical sequence in stories of personal growth

.............................................
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This same respondent expanded on this story:

The experience led me to change research fields entirely
and work on the psychosocial aspects of cancer care, look-
ing at such things as quality of life, decision making in
cancer, communication, and counseling. [Respondent
46]

Relationships and sequences among categories
An initial review of stories for relationships and sequences
among categories revealed that stories usually began with a
powerful experience, a helping relationship, or both, pro-
ceeded to the stage of introspection, and resulted in a
personal growth outcome. More rarely, a powerful expe-
rience or helping relationship proceeded directly to a per-
sonal growth outcome without introspection, or a helping
relationship followed introspection before proceeding to a
personal growth outcome. Interactions between categories
were sometimes complex. For example, a helping relation-
ship may also have served as a powerful experience (re-
spondent 16); introspection and helping relationships
were sometimes inter-related (respondents 13, 16, and
49); introspection was sometimes present more than once
in a story (respondent 16).

Independent reviewers confirmed a personal growth
outcome as the final step in the sequence in all except 1
and 3 stories, respectively. Introspection was the process
component that most commonly preceded a personal
growth outcome. The first reviewer diagrammed intro-
spection as the penultimate step in 25 stories, and the
second reviewer did so in 30 stories. The figure illustrates
the most common sequence of categories in a story.

Explanatory use of the categories
The process and outcome categories were thought by the
2 independent reviewers to describe all and all except 2,
respectively, of the 42 stories.

DISCUSSION
This study has produced a description of growth in per-
sonal awareness that includes processes (powerful experi-
ences, helping relationships, introspection), outcomes, and
the sequence of events leading to growth.

Powerful experiences are common in medicine. In the
educational literature, such experiences are seen as begin-
ning sequences of learning that result in new understand-
ing and meaning, termed transformational learning.17 Our
data invite us to consider what makes an experience trans-
formational for a given individual. Elder and Caspi de-
scribe an “accentuation principle” whereby persons with
certain vulnerabilities or predispositions develop person-
ally during times of stress or challenge.18 Caspi and Mof-
fitt reason that when persons are subjected to extraordi-

nary life events, as physicians commonly are, they not only
react based on predispositions and established habits, but
they also may develop new modes of response.19 Further
study is needed to elucidate the individual and cultural
factors that influence personal growth.

In the stories reported by our respondents, a powerful
experience was almost always accompanied by introspec-
tion, a helping relationship, or both, before a personal
growth outcome. Helping relationships identified in this
study as facilitative communication, caring, acceptance,
understanding, openness, and trust correspond in a gen-
eral way to theories of therapeutic effectiveness in the psy-
chology and counseling literature10,20,21 and most notably
to the work of Carl Rogers.7

Introspection was found in almost all stories. Because it
was so common and most frequently preceded a personal
growth outcome, it seems particularly worthy of further
evaluation. Motivation, reflection, and recognition, the
components of introspection in our study, correspond to
conation, reflection and recognition, respectively, identi-
fied by Mezirow as components of the transformational
dimensions of adult leaning.17 Others have described
cycles of experience followed by reflection as fundamental
to education-induced change and growth.22,23 Such find-
ings suggest that educational opportunities for reflection
and learning environments that motivate reflection may
be important for physicians’ personal development.

Whereas others have examined professional socializa-
tion and the management of mistakes,24-27 to our knowl-
edge, this is the first empiric study of the process and
outcomes of growth in personal awareness in medical
practitioners. At such an early, exploratory, hypothesis-
generating phase of research, a rich understanding of the
phenomenon being studied is preferred and is best
achieved through qualitative research methods.28-31 Ac-
cepted methods of qualitative research were used: cases
(stories) that were elicited from a selected group of prac-
titioners with expertise in the area (purposeful sampling
strategy); generation of explanations from the data, rather
than the testing of a preconceived theory using the data;
independent reviews of the stories by study team members
for identification of themes; iterative consensus to create
an overall explanatory framework of themes; and reappli-
cation of the explanatory framework to the data by exter-
nal reviewers for verification.28,29,31,32 The explanatory
framework that emerged from the data has coherence,
common-sense appeal, and corresponds with theory and
research in education and psychology (face validity and
triangulation).7,10,17-20,22

Several limitations apply to these results. The modest
response rate may have been due to how personal and
time-consuming the inquiry was. Although respondents
were similar to nonrespondents in age, sex, and specialty,
they may have differed in undetected respects. The study
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population was chosen as informed experts. However,
they shared a common culture and theoretical perspec-
tives, limiting generalizability of the findings. All had par-
ticipated in or facilitated learning experiences of the AAPP
that are derived in part from rogerian methods and focus
participants on the relation between their personal and
professional lives.33 Six of the 8 investigators and 1 of the
2 external reviewers were also associated with AAPP. Al-
though 2 of the investigators principally involved in data
analysis were not associated with AAPP (S M W, J A C)
and data analysis methods were used to ensure that our
explanatory framework arose from the data and not pre-
conceived theory, the experience, beliefs, and assumptions
of researchers can subconsciously influence data interpre-
tation. A different group of researchers from different pro-
fessional backgrounds or theoretical perspectives might
have derived a somewhat different explanatory framework
from the same data set. Because the experiences of per-
sonal growth that were described occurred in the past, they
may have been subject to faulty memories or to distortion
or interpretation in the context of the respondents’ cul-
tures and personal biases. Because the experiences were
respondent-described and retrospective, we cannot con-
firm that they actually happened as described. Our study
method focused our respondents toward major personal
growth events and away from small, incremental, or lon-
gitudinal growth experiences, which are less likely to be
recalled as stories. Both pathways may be important for
personal growth.34 Finally, the explanatory framework de-
rived in this study is only a preliminary step toward a
comprehensive classification system with mutually exclu-
sive, reliably coded categories usable to describe and com-
pare experiences quantitatively. As in all heuristic studies,
additional research that uses varied populations and meth-
ods is required to learn whether our model can be gener-
alized to other populations; to learn whether additional
models are required to explain these and related phenom-
ena; and to develop more reproducible, generalizable, and
comprehensive explanatory systems.

Our preliminary findings may have important impli-
cations for medical education. Powerful experiences occur
commonly in medicine but may lack optimal conditions
for personal growth. To promote practitioner personal
growth, medical settings may wish to explore methods to
promote introspection, helping relationships, and the ac-
knowledgment of powerful experiences when they occur.
In our respondents’ experience, personal growth occurred
both in naturally occurring conditions and in structured
learning contexts. Additional research is necessary to de-
termine optimal conditions for personal growth. Further
studies that use varied populations and methods are re-
quired to develop empirically derived principles of educa-
tion and practitioner self-maintenance that promote per-
sonal growth and lead to more effective, satisfied, and

well-adjusted professionals. In this time of high practitio-
ner burnout, professional dissatisfaction and distress, and
public concern about the health profession, we hope this
preliminary study will stimulate reflection and research on
medical education and practice.
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